Laryngological Section 109 some heaping up in the interarytaenoid space became noticeable. This has steadily progressed and now has a mamillated appearance. The condition of the vocal cords and of the voice is miuch improved. The cleft in the left posterior faucial pillar was present when the patient was first seen. Treatment with alkaline lotion and potassium iodide has been practically continuous for the last two years.
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DISCUSSION.
Dr. DUNDAs GRANT said it was a form of laryngitis which resulted from nasal suppuration, and such cases were not always easy to deal with. They might be spoken of as post-rhinitic. Although in this case there had probably been syphilitic disease of the vomer, the condition of the larynx resulted rather from the accompanying suppuration than from any specific element in the case. It was what might be called a kind of pachydermia of the interarytaenoid mucous membrane, and it would be well to remove it. Such swellings did not always interfere with the voice, because sometimes they were at a higher level than the vocal cords.
Mr. HOWARTH, in reply, said that he regarded the condition as a result of chronic irritation due to the prolonged nasal suppuration. It was remarkable that the condition of the vocal cords seemed to have improved considerably, and yet the interarytaenoid fold bad got worse. At present the voice was not bad. He did not propose to do anything operative unless further signs developed.
Tracheo-Laryngostomy for Stenosis following Tracheo-Laryngotomy.
By WILLIAM HILL, M.D. GIRL, aged 8. A so-called high tracheotomy was performed five years ago for diphtheria, and the child has been obliged to wear either an intubation tube or a tracheotomy tube ever since, except for an occasional few days when an attempt has been made to get on without an artificial apparatus. Two years ago the stenosed larynx was dilated with bougies after internal laryngotomy and a larger intubation tube worn for three months, but on removing it the stenosis quickly recurred and it had to be re-inserted. Tracheo-laryngostomy was performed by the exhibitor six weeks ago. The use of rubber wings for keeping the drainage tube in position and the fissure open was the invention of Mr. Charles Hope.
MR. HERBERT TILLEY said that two years ago he had treated a child of about the same age which had had a high laryngotomy, or thyrotomy, done, in fact the tracheotomy tube had been put through the side of the thyroid cartilage and left there. The usual results followed, viz., granulations arose around it, and ultimate cicatrization occurred in the cricoid region, so that at the operation it was only possible to pass a probe upwards through the larynx from the low tracheotomy wound. He tried the method of tracheostomy and laryngostomy, and opened up the larynx and trachea. The lumen of the cricoid region was obliterated, and its place taken by thick scar tissue. It was difficult to cut out the scar tissue, but some of it was removed, and he then placed a rubber tube through the larynx and upper part of trachea. The patient was in the hospital for months, and plastic operations were tried to cover the laryngo-tracheal wound. But the cricoid region became narrower and narrower, and then became as stenosed as before. Therefore a rubber tube was kept in, being removed and replaced every fourth day. After eight months the patient was sent out with a dilatation through the original cricoid stricture. The trachea was closed in front and the child could breathe through the larynx, and through the original constricted region. But there was anxiety because stridor occurred on great exertion, and there was likelihood of trouble if the child got any laryngeal catarrh. Afterwards it was stated the child was doing fairly well. There was a great deal of trouble connected with the case, and such cases were desperate from the start. The value of intubation depended to some extent on what was the condition in the upper tracheal or cricoid region. If there were any granulations there, intubation was excellent treatment because the intubation tube would press away the granulations, and leave a fairly patent airway. But if the obstruction was fibrous, he thought there was not much benefit from intubation. He had a case at present in which ten days ago an intubation tube was put in, following high tracheotomy for diphtheria, and the child was doing well; the tube had been left out for two days and breathing was good without it. (Since the last paragraph was written, the child has died of bronchopneumonia, and the autopsy showed a fair airway through the cricoid region.)
Mr. DE SANTI said the majority of the cases of the kind he had had were in adults, and in those cases, he agreed with Mr. Tilley, intubation was of no use. He remembered one man particularly, who had extreme stenosis, and only a small tube could be got in, but it was dilated up to the largest sized Schroetter tube, and there was good breathing for the time. But the patient went back again rapidly and re-contraction took place. He had to wear a tracheotomy tube for the rest of his life. One day he got mixed up in a drunken brawl, his tube came out, and he was brougbt into Westminster Hospital dead. He had operated on the thyroid by splitting it. He found that even when keeping the alae aside, though re-adhesion might be prevented, re-contraction nearly always took place. He feared that in the present patient there would be re-contraction, especially as there was a tendency for keloid to form.
Dr. FITZGERALD POWELL said that two or three cases in his practice occurred to him-in which contraction had taken place after the removal of a large portion of the larynx--and in which he had got very good results by the use of silver and ebony plugs, slipped in above the tracheotomy tube, passing through the cavity of the larynx upwards into the pharynx. One was a case of fibrosarcoma of the larynx, and the other syphilitic stenosis of the larynx. In both these cases about half the larynx had been removed. The plugs were kept in for six to twelve months, being taken out occasionally for a few hours, cleaned, and re-inserted. When it was decided to remove them the edges of the tracheotomy wound were freshened and brought together, and breathing took place through the larynx. In neither case was there any re-contraction, there was good breathing space, and in the specific case a good strong voice resulted; in the sarcoma case the voice was not so good and was more whispering. The great point about the treatment was that the plugs must be kept in for at least six months.
Dr. DUNDAs GRANT said his experience of tracheo-laryngostomy had not been very encouraging, but in one instance it was to be explained by a point which was worth remembering. A very bright little boy had a tracheotomy done on account of laryngeal diphtheria. It was done too high, and was followed by extreme narrowing. It was not merely stenosis but absolute atresia. Dr. Grant performed tracheo-laryngostomy, and the boy went on very well for some time. Unfortunately, at that time, there was a reconstruction of the wards, and it was impossible to get a reasonable temperature in them. The boy developed bronchitis and died. In a work on the subject great stress was laid on the necessity of keeping the ward at a high temperature. Recently he had another case, a child, with absolute atresia. He removed the high tracheotomy tube and introduced it low down. The child had to go home to the country, but when it returned and was ripe for operation there was, unfortunately, an outbreak of measles. The child was sent away without operation, but developed measles and bronchopneumonia, and died. Dilatation with intubation tubes was of great value if done early. He had a boy on whom high tracheotomy had been done in the country for urgent stenosis, and it was impossible to remove the tracheotomy tube. He did intubation and tried to feed him, but bronchitis set in, and the tube had to be taken out again, and a tracheotomy cannula again inserted. At the end of ten days the bronchitis had disappeared, and again intubation was done, the child being regularly fed by a tube through the nose. Intubation tubes, several sizes larger than the one appropriate to the patient's age, were forcibly introduced so as to exercise overdilatation. The patient did very well, and was now strong and hearty, ten years having expired since the treatment took place. As pointed out in Hill: Tracheo-Laryngostomy for Stenosis Dr. Ball's book, intubation with tubes too large for the patient's age was very valuable to obtain sufficient dilatation to obviate the need of a tracheotomy tube. He would look forward with interest to the sequel in Dr. Hill's case.
Dr. STCLAIR THOMSON said such cases were so rare that all who saw them should record their experiences. Now that tracheotomies were done lower down, they were not often seen. At the Belfast meeting' it was a revelation to hear what was done by intubation in America. It was of no use putting in an intubation tube for a week or two, or putting it in only at night. Cases were reported in which such tubes had been wvorn continuously night and day for six months, twelve months, and two years. Though there was not much credit to be made out of such cases, it was a great thing to restore a person so that be could gain his livelihood. Septic bronchitis was lurking at the back of all these cases, and sometimes the skilled physician did not diagnose it. An unfortunate little baby fell into the hands of a surgeon; as there was stridor he examined with direct laryngoscopy, and thought he saw something below the vocal cords, but a laryngo-fissure revealed nothing. The surgeon left the tracheotomy tube in, and the child got worse. Then he proposed to the relatives that he should do laryngo-tracheostomy, and it was then that the child was taken to him (Dr. Thomson.) There was evidently not enough air reaching the lungs, but he saw very little locally the matter; there seemed to be some thickening below the cords left by the laryngo-fissure. A physician reported that nothing could be made out amiss with the lung. The child died suddenly in the night, and post mortem he found there was a horrible tracheotomy tube, with such a curve in it that it had irritated the trachea below the tracheotomy wound. The lungs were simply riddled with septic bronchitis, which had not been suspected. There was no temperature or cough or abnormal sound. There was evidence that laryngo-tracheostomy was, even on the Continent, falling into disuse. Of thirty-seven cases, six were dead -a mortality of 16'3 per cent.--and only fourteen were benefited. An operation which gave only such results did not seem worth developing.
The PRESIDENT said he feared that Dr. Hill had not heard much encouragement. But the case seemed to give hope of further improvement. He suggested that Dr. Hill should see if the child could breathe with the external opening covered up. If the dilated process was not reduced sufficiently to last some days when the external wound was covered up, he did not suppose that any plastic operation would be likely to be successful.
Dr. HILL, in reply, said the ostium would be temporarily covered over before doing a plastic operation. The large intubation tube had been taken out after that method had been given a thorough trial. It was only in desperation that he had resorted to tracheo-laryngostomy, but he did not then realize that this operation had such a black record. He would show the case again.
